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Background: Capecitabine is one of the common chemotherapeutics used in the treatment of 
solid tumors. It is believed to have a safer profile when compared to 5 fluoro-uracil. However, 
cardiotoxicity has been reported. 
 
Case Presentation: A 68-year-old female who presented to the emergency department with 
sudden onset retrosternal chest pain for three hours while sleeping. She was started recently on 
Capecitabine for Stage IV rectal adenocarcinoma with lung metastases. Her past medical history 
was remarkable for colon cancer status post colectomy seven years ago, hypertension, 
polysubstance abuse & hepatitis C. Vital signs were within normal limits. Electrocardiogram 
(EKG) showed diffuse ST- elevation (STE), that resolved after 30 mins. She had recurrent 
symptoms after four hours, repeated EKG showed STE of the anterolateral precordial leads 
which resolved after 15 mins. 
 
Decision making: 
Patient was started on sublingual nitroglycerin, followed by nitroglycerin drip. Three sets of 
troponin I came back normal. Left heart catheterization showed single vessel moderate 
nonobstructive coronary artery disease (50% -distal left anterior descending artery). An 
Echocardiogram showed normal left ventricular size and function without any regional wall 
motion abnormalities. The patient’s presentation is explained by the recent use of Capecitabine. 
The transient STE during the chest pain episodes in the absence of significant epicardial 
coronary artery disease on LHC are supportive. Proposed mechanisms include coronary artery 
vasospasm, vascular endothelial dysfunction, direct toxicity on the myocardium & 
thrombogenicity. Risk factors include frequency of administration, duration of treatment, 
decreased renal clearance & concomitant cardiotoxic chemotherapeutics. Management includes 
discontinuation of the chemotherapeutic agents & coronary vasodilator agents. The patient was 
discharged on amlodipine & Imdur. Further doses of Capecitabine were discontinued.  
 
Conclusion: We report a patient with recurrent ST elevation due to Capecitabine cardiotoxicity. 
Clinicians should maintain high level of suspicion for coronary vasospasm in patients who were 
recently started on Capecitabine.  
 
 


